INTRODUCTION {#cesec10}
============

Osteoid osteoma was first described by Jaffe in 1935 and is a benign lesion[@bib1] that preferentially affects adolescents and young adults, in the approximate male-to-female proportions of 2:1[@bib2], [@bib3]. The lesions are generally small, not exceeding one centimeter in diameter, and present a well delimited rim and usually a peripheral zone of reactive bone neoformation. They predominantly affect the appendicular skeleton, especially the femur and tibia[@bib4]. Their presence has been reported in practically all the bones of the skeleton, including the cranium, face and spine[@bib5]. They only rarely occur in the pelvis: just 1 to 3% of all cases are located in this region, and the majority of pelvic lesions are found in the acetabulum[@bib6].

Macroscopically, they are characterized by a friable vascular niche (nidus) with sandy consistency, surrounded by sclerotic bone in association with thick vascular periosteum. Microscopically, the nidus consists of osteoid tissue, with vascular stroma surrounded by dense bone[@bib7].

The diagnosis can be made by means of simple radiography in 75% of the cases[@bib8]. The typical image comprises a nidus that appears in the form of a small oval or rounded focus that is generally radiotransparent. This is surrounded by a zone of variable density corresponding to reactive bone sclerosis and, on some occasions, this zone may be very intense and cause difficulty in viewing the nidus. In such cases, bone scintigraphy, computed tomography or magnetic resonance can be used to determine the exact location of the nidus[@bib9], [@bib10].

The typical clinical evolution is characterized by pain, predominantly during the night, probably because of increased synthesis of prostaglandins triggered by the tumor. In most cases, aspirin and other non-steroidal anti-inflammatory drugs (NSAIDs) that act by blocking prostaglandin synthesis provide transitory but significant pain relief. It is rare for the lesions to be painless[@bib11]. Regarding their location within the bone, subperiosteal, intracortical, endosteal and intramedullary lesions can be identified, among which intramedullary lesion are the least frequent[@bib12].

The present study had the aim of presenting a report on two cases of intramedullary osteoid osteoma with unusual locations and clinical presentations. Reference is also made to the importance of the differential diagnosis (in these cases, with lumbalgia and pain of sciatic origin), in comparison with the data in the literature.

CASE REPORTS {#cesec20}
============

Case 1 {#cesec30}
------

The patient was a 38-year-old male carpenter. His pain started in the lumbar and sacroiliac region, with intermittent irradiation to the right buttock, i.e. a picture similar to pain of sciatic origin. He underwent clinical treatment with physiotherapy and analgesics for one year, with any satisfactory result. Imaging examinations on the lumbar spine showed normal results. There was a partial improvement through using NSAIDs, but the pain worsened through exertion relating to his profession. He described nocturnal pain and insomnia. Simple radiography on the pelvis in AP view showed a lesion with central radiopacity in the iliac wing, with an intense sclerotic halo that extended as far as the sacroiliac joint. The diagnosis was confirmed by means of computed tomography. HLA B-27 investigation and other laboratory tests produced normal results ([Figures 1](#fig1){ref-type="fig"} and [2](#fig2){ref-type="fig"}). The treatment implemented was en-bloc resection of the lesion, in February 1998. The nidus was located intraoperatively by means of radiographs. There was complete remission of the symptoms, and follow-up examinations after 10 years of evolution showed that complete bone remodeling had taken place at the site of the operation, and the individual remained free from symptoms.

Case 2 {#cesec40}
------

The patient was a 46-year-old female housewife. She had had constant pain in the lumbar and right sacroiliac regions for eight months, with poorly defined irradiation to the buttock and posterior face of the right thigh, thus simulating pain of sciatic origin. Clinical treatment during this period, with physiotherapy sessions and analgesics, was fruitless. Imaging examinations in the lumbar region showed a mild degree of spondylodiscoarthrosis. Simple radiography on the pelvis showed a sclerotic lesion in the iliac that impinged in the margin of the sacroiliac joint, without a clear nidus. The diagnosis was confirmed by means of computed tomography ([Figure 3](#fig3){ref-type="fig"}). Laboratory tests showed normal results, including in relation to HLA B-27. The treatment proposed was en-bloc resection of the lesion, which was performed in May 2000. The nidus was located intraoperatively by means of radiographs. These was complete remission of the symptoms, and follow-up examinations after 10 years of evolution showed that complete bone remodeling had taken place at the site of the operation, and the individual remained free from symptoms.

DISCUSSION {#cesec50}
==========

In the cases reported here, the patients consulted several specialists until a confirmed diagnosis was achieved, proven through histopathological analysis. The diagnostic hypothesis of osteoid osteoma as the cause of insidious nocturnal bone pain that is of long duration and is alleviated by salicylates and NSAIDs should be considered in the differential diagnosis of any painful state involving the skeleton[@bib13]. The lesion can often only be identified by means of conventional radiographic examination, but computed tomography and magnetic resonance imaging are necessary to elucidate and/or confirm the diagnosis, and they are useful for surgical planning[@bib10]. In a bibliographic review in Medline and Latin American Lilacs, only 14 reports on cases of osteoid osteoma located in the iliac bone between 1945 and 2010 were found.

Spontaneous cure has been well documented in some studies. The pain and radiological findings were observed to gradually disappear, although some degree of bone sclerosis remained[@bib14]. The natural history of this disease is unpredictable and prolonged, and surgical intervention is indicated[@bib15].

Radiofrequency ablation guided by computed tomography is an alternative that has been used with very promising results, especially in regions that are difficult to access through conventional surgery[@bib16], [@bib17].

The literature indicates that the preferred treatment is en-bloc surgical resection, including the nidus[@bib18]. Consequently, determining the exact location of the nidus during the operation is crucial for the success of the intervention, which was done in the present cases using conventional radiological markers.

CONCLUSION {#cesec60}
==========

The possibility that osteoid osteoma can occur in any bone at any location highlights the overwhelming need for careful assessment of imaging examinations and recognition of the importance of the clinical condition. Involvement of the iliac bone is very uncommon, and osteoid osteoma in unusual locations generally leads to late diagnosis, with the possibility of confounding this with other pathological conditions. In the cases reported here, en-bloc surgical resection of the lesion was shown to be an effective and safe method, as reported in the literature.

Work performed at the University Hospital, Federal University of Juiz de Fora, and the Orthopedics Center, Rio Branco Medical Center, Juiz de Fora, MG.
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![Case 1: radiograph of the surgical specimen from the right iliac bone. Note the resected nidus and the bone sclerosis.](gr2){#fig2}
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